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1200-8-6-.08(2) Building Standards

(2) The condition of the physical plant and the
overall nursing home environment must be
developed and maintained in such a manner that
the safety and welkbeing of residents are
assured.

This Rule is not met as evidenced by:
Based on observations it was determined the
facility failed to maintain physical environment.

The findings include:

On 9/2/40, at 12:16 p.m. cbservation within the
dietary area revealed, the return air and exhaust
fan grilles were dirty. National Fire Protection
Association (NFPA) 90A; 80B8-4; Tennesses
Department of Heaith (TOOM) 1200-08-06-.08(2)

This finding was acknowledged by the
Administratar and verified by the Maintenance
Supervisor during the exit interview on g/2110.

1200-8-8-.09(1) Life Safety

(1) Any nursing home which complies with the
required applicable building and fire safely
regulations at the time the board adopts new
codes or regulations will, so long as such

! compliance s maintained (either with or without
waivers of specific provisions), be considered to
be in compliance with the requirements of the
new codes or regulations.

This Rule is not met as evidenced by:

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Based on observations it was determined the
; facility failed to comply with the applicable

N 832

N 901

The Carrective action will be monitared to :
ensure the alleged deficient practice will not |
recur; |
I
|
3

The data collected from the audits wil} be given
to the Administrator for tracking and trending to
be presented at the Quality Assurance Committee
meeting. Compliance of this system will be
reviewed monthly by the Quality Assurance
committce cansisting of the Medical Director.
Administrator, Director of Nursing, Staff
Development Coordinator, Medical Records,
Dictary Manager, Rehab Manager, Resident Care
Management Director, Pharmacist Consultant,
Maintcnance Supervisor, Social Service Director,
Act ivies Director, and Housckeeping Supervisor.
Subsequent plans of correction will be developed
and implanted as needed.
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1200-8-8-.08(2) Building Standards N 832 N832 1200-8-6-.08(2) Building Standards 1
. ‘The facility will ensure the conditi fth ]'
2) The condition of the physical plant and the ) ons ob'the
E:v)erall nursing hame en\?irgnman;tj must be E:f:;ﬁ;ﬂ:f;ﬁ ::: d?'“:," ";”igg home i
developed and maintained in such a manner that - veloped and maintained g
‘ - " in such a manner that the safety and well-being of | i
the safety and well-being of residents are residents are assured, i
The following corrective actions have been
: taken: '
This Rule is rot met as evidenced by: , ]
Based on observations it was determined the C'I'h:‘ return air and ﬁthlaust ef(‘j::m g[:ii!les in the i
facility failed to malntain physical environment. ietary arca were all cleaned and repainted on - |
y phy September 7 2010, : i
. . Residents with the potential to be afTected b
On 97210, at 12:16 p.m. observation within the e aileved deficient bractice will be tdentifie
. ' N 1 :
dietary area revealed, the return air and exhaust 8 practice will be tdentifled
fan grilles were dirty. National Fire Protection Other arcas in the facility were checked to ensure
Assaciation (NFPA) 80A; 90B-4; Tennessee return air and exhauwst grills were clean.
Department of Health {TDOH) 1200-08-06-.08(2)
Measures put in place to ensure that the
This finding was acknowladged by the ?lleged deficient practices does nat recur
Administrator and verified by the Maintenance include:
Supervisor during the exit interview on 8/2/10. The Maintenunce Supervisar will conduct
_ random inspection to ensure compliance :
4200-8-6-.09{1} Life Safety N 901 '
(1) Any nursing home which complies with the .
required applicable building and fire safety
regulations at the time the board adopts new
codes or regulations will, so long as such ?
compliance is maintained (either with or without !
waivers of specific provisions), be considered to :
: be in compliance with the requirements of the ‘
. new codes or regulations. ;
F
This Rule is not met as evidenced by:
Based on observations it was determined the :
facility faited to comply with the applicable _!
|
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building and fire safety regulations as required. [
The Eacility wilt ensure that we are in compliance

The findings include: with required applicable building and fire safety
reguiations at the time the board adopts new
On 97210, at 12:00 p.m. observation within the codes or rogulations.
boiler room area revealad the hot water tank was
leaking. Tenneasee Department of Health . . )
The lollowing corrective actions have been
(TDOH) 1200-08-06-.09(1) taken:
This finding was acknowledged by lI]e
Administrator and Vefiﬁefl by the Maintenance AirPro inspected the hot water tank ir the boiler
| Supervisor during the exit interview on 8/2/10. room that was leaking on September 3% 2010,
It was determined the circulation pump needed to '
be replace duc broken seal.

The pump was ordered on September 16 2010,

Residents with the potential to be affected by
the alleged deficient practice will be jdentified:

Other arcas of the facility were inspected to
ensure compliance with building and fire safety
regulations as required,

Meastires put in place to ensure that the
alfeged deficient practices does not recur
include: |

The Maintenance Supervisor will conduct
random inspection to ensure compliance with
building and fire safety regulations.
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N'801| Cantinued From page 1 N 901 The Corrective action will be monitored to
building and fira safaty regulations as required. ensure the alleged defleient practice will not
recur:
Tha findings include: The data collected from the audits will be given
. . ta the Administrator for tracking and trending to
On 9/2/10, at 12:00 p.m. observation within the be presented ot the Quality Assucance Committee
bailer raom area revealed the hat water tank was meeting. Compliance of this system will be
leaking. Tennessee Deparimant of Health reviewed monthly by the Quality Assurance
(TDQH) 1200-08-08-.09(1) committee consisting of the Medical Director,
Administrator, Director of Nursing, Staff
This finding was acknowledged by the Development Coordinator, Medical Records,
Administrater and verified by the Maintenance Dictary Mannger, Rehab Manager, Resident Care
Supervisor during the exit interview on 9/2/10. Management Dircctor, Pharmacist Consultant,
Maintenance Supervisor, Social Service Director,
Act ivies Dircctor, and Housekeeping Supervisor.
Subsequent plans of cotrection will be developed
and implanted as needed.
Completion Bate: 10/0572010
|
{
|
g
[
_f
.f
| i
: .I
I! E
L} . f
! |
j !'
Jivision of Health Care Facilities
263% KNEF21 If continuation sheat 2 of 2

3TATE FORM




